WRAPAROUND NEUTRAL FACILITATION REFERRAL FORM
PACT for Families Collaborative

NOTE:  If there is a county social worker involved with the family (Child Protection, Child Welfare or Children’s Mental Health), please talk to the social worker about Wraparound first.  
Thank you!

Referral Date ________________ Referring Party ___________________________________________
[bookmark: _GoBack]Agency__________________________________________ Phone _____________________________

Date of Release to PACT for Families Collaborative __________________________________________

FAMILY INFORMATION
Parent(s) Name ______________________________________________________________________
Address_____________________________________ City __________________Zip _______________
Phone Numbers______________________________________________________________________
Please list children and approximate ages:
______________________    ______________________
______________________    ______________________
______________________    ______________________
______________________    ______________________

Pertinent Information (Needs, Strengths of Family):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What does the family hope to gain from the process?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Reason for requesting neutral facilitator (have not completed training, need for neutrality, no county social worker, etc.)
____________________________________________________________________________________

Please specify family’s current involvement with county (if applicable):
___ Children’s Mental Health case management	___ Child Welfare case management
___ Child Protection case management		___ No county social worker involved

Fax or send to:
Char Erickson, Wraparound Coordinator
PACT for Families Collaborative
2200 23rd Street NE, Suite 2030     Willmar, MN  56201
Fax:  (320) 231-7033

PACT for Families Use Only:
Approved by Clinical Supervisor (Date) ___________________________________________________
County Social Worker Name ____________________________________________________ NA_____
